
Attachment 3 . 1 . B . 1  

STATEPLAN UNDER TITLE X I X  OF THE SOCIALSECURITY ACT 

STATETENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICESPROVIDED 

1. 	 I n p a t i e n th o s p i t a l  services o t h e rt h a nt h o s ep r o v i d e di na ni n s t i t u t i o n  
fo r  men ta l  d i seases .  

Excep tfo rtheo rgant r ansp lan t sl i s t edbe low,inpa t i en thosp i t a ldays  
s h a l l  becovered as medical lynecessary.Thefol lowingorgantransplants  
a r e  l i m i t e d  t o  t h e  number o finpa t i en thosp i t a ldaysl i s t edbe low.  

TransplantProcedure 

a.Heart t r a n s p l a n t s  
b .  t r ansp lan t sL ive r  
c .  BoneMarrow t r a n s p l a n t s  

Total  Allowable Days 
Per  Transplan t  

4 3  days 
67 days 
4 0  days 

Except ionstotheabove  l i s t  o ft r ansp lan t s  may be made f o ro t h e r  non­
e x p e r i m e n t a lt r a n s p l a n t si f  i t  is  found t o  be necessary a dmedical ly  
c o s te f f e c t i v ea sd e t e r m i n e d  by Medicaid.Theal lowableinpat ient  days 
w i l l  be theaveragelengthof s tay f o rt h a tt r a n s p l a n t .  

Any hosp i t a ldayspa id  by i n s u r a n c eo ro t h e rt h i r dp a r t yb e n e f i t s  w i l l  be 
cons ideredtobedayspaid  by theMedicaidprogram.Friday and Saturday 
admissions w i l l  bel imi tedtoemergenciesorsurgerythe  same o rnex t  
day. 

Dl030009 



Attachment 3.1.B.1 

STATE PLAN UNDER T I T L E  X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

2 .  O u t p a t i e n t  s e r v i c e s .a .  	 h o s p i t a l  

L imi tedto  30 v i s i t s  p e r  f i s c a l  y e a r .  

3 .  OtherLaboratoryandX-rayServices. 

L imi tedtoserv icesprovided  on 30 o c c a s i o n sp e rf i s c a ly e a r .  An 
occasion i s  i n t e r p r e t e dt o  mean l a b o r a t o r ya n d / o r  X-ray s e r v i c e s  
performedduring a r e c i p i e n tv i s i t ,e . g . ,t o  a r a d i o l o g i s t ;  or t o  
p rocedures ,e .g . ,l abo ra to ry  t e s t s  performedfor  a r e c i p i e n t  on a 
givenday by anindependentlaboratory.  

I .  	 AT 06-26 
E f f e c t i v e  10-1-86 
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Attachment 3 . 1 . B . 1  

STATE PLAN UNDER TITLE OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION
AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

4.a. 	 Nursing facility services (other than services in an institution for 

mental diseases) for individuals
21 years of ageor older. 


Nursing facility services to include Level I and Level II (other than 

Servicesinaninstitution �or mentaldiseases)willbecovered. 

Medicaid will apply medical criteria for admission and continued stay 

at the level of care designatedand approved by the Tennessee Medicaid 

program. 


The recipient on Level I Care must require on a daily basis,
24 hours a 

day, licensed nursing services which as a practical matter can only be 

provided on an inpatientbasis. 


The recipient on Level II Care must requireon a daily basis, 24 hours 

a skilled/complex or rehabilitative
day, nursingskilled/complex 

serviceswhichasapracticalmattercanonlybeprovided on an 

inpatient basis. 


TN No. 91-9 
Supersedes 

Date 4 / 4 / 9 1  EffectiveTN No. 87-28 Approval Date 1/1/91 
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0 through 2 years 3 

3 through 11 years 9 

12 through 20 yearm 9 


AT 90-7A 
Effective 4-:-go 
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STATE PLAN UNDER TITLE XIXOF the SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ONAMOUNT, DURATION AND SCOPE OF -IC& 

CARE AND SERVICES PROVIDED 


4.b. continued 


(b) Tho following vision services are covered
for eligible medicaid 

recipients under 21 years ofago,andlimitationof those 

services include.: 


1. 


2. 


3, 


4. 


5. 

6 .  

7 .  

0 .  

on. eye emaminationand tofraction par recipient per 
fiscal year is covered. Additional .crooning examinations 
are coveredbaaed on medical necessity 
one permanent pair ofeyeglasses per recipient per ffiscal 
year is covered, 
onedispensing fee per recipient perfiscalyear is 
Covered foropthalmologists optometrists and opticians 
optical labs can only bo reimbursed for tho lenses and 
frames a dispensing feeis not allowed. 
one replacement lens and frame for eyeglasses if the 
original pair are lost broken or damaged beyond repair, 
or are no longor usable duo to a change in tho recipient’s 
vieion eo that a new prescription is required. 
one replacementdimpensing fee for opthalmologists 
optometrists and Optician.. 
diagnosis and treatment of amblyopia is covered only for 
recipients 8 yearm of ago andunder 

orthoptic training, eyeexercise is not covered by 

Medicaid. 


-

(c) 	those vision services requiring prior approval are listed in 

the tennesseeEPSDT Vieion Manual,section 304. 


(3) 	Speech and/or hearing services are covered for eligible Medicaid 
recipient. only through speech and hearing centers approved by the 
tennessee Department of Health andEnvironment. 

(a) 	The following is the tennessee Medicaid approved schedule for 

speech and/or hearingexamination.: 


TN No, 9 0 - 7 A  
I SUPERSEDES 
TN rig. 8 7 - 2 8  

AT 90-7 
Effective 4-1-33 




attachment 3.1.B.1 

STATE plan UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE tennessee 

limitation ON AMOUNT, DURATION AND SCOPE OF medical 
care AND SERVICES PROVIDED 

4. b. continued 

age N u m b e r  of V i s i t s  

0 through 2 yearm 6 
3 through 11 year6 18 
12 through 20 years 18 

Speech and/or hearing examination. are provided on t h e  basis of two 
examinations per rec ip ien t  per state f i s c a l  y o u ,  except f o r  ages 0 
through 1 year of age for which only examinations arehearing 
covered. 

( 4 )  Dental services 

(a)  	 The following is t h e  tennesseemedicaidapprovedschedulefor 
dental  screening examinations 

3 s  N u m b e r  of visits 

0 through 2 years 4 
3 through 11 yearm 18 
12 through 20 years 18 

Dentalscreeningexaminations are providedonce every 6 months 
per rec ip i en t  per s t a t e  f i s c a l  y e a r  

(b)  requests for dental  service. requiring prior approvalshall  
include a complete plan of treatmoat including a l l  procedures 
t o  be performed regardless of whether a specifiedprocedure 
requi res  prior approval, charting of a l l  procedures t o  be done, 
and set of X-rays;full-mouth however, when an emergency 
s i t u a t i o n  e x i s t s  and t h e  recipient  has  had f u l l  mouth X-rays o r  
a panorex w i t h i n  t h e  previous three fiscal years, bitewing8 and 
a per iap ica l  X-ray sha l l  cons t i t u t e  su f f i c i en t  X-rays. 

AT 90-7 
E f f e c t i v e  4-1-90 



Attachment 3.1.B.1 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF -1-
CARE AND SERVICES PROVIDED 

4.b. continued 

(c) 	The followinglistof services tothoextentthey  are covered 
by Medicaid, .hall require priorapproval from tho Medicaid 
medical d i r ec to r ,  or a designated rep resen ta t ive  in order f o r  
tho  serv ices  t o  bo reimbursed by mica ids  

1. 	 preventiveperiodontics,routineperiodontalscaling,root 
planing, subgingival curettage per quadrant. 

2. Pulpotomy onpermanent t ee th  is limited t os p e c i f i c a t i o n  
only. 

3. R o o t  canale shall  be l i m i t e dt o  one per tooth,  per 
rec ip ien t ,  per lifetime. 

4. 	 Porce la into  metal crowns permanent an ter ior  t e e t h  only; 
when a toothcannot be r e s t o r e ds a t i s f a c t o r y  w i t h  a 

off i l l i n g  material; and, thoro must bo evidencetooth 
maturity. 

5. 	 Space maintainera;approvalfor which sha l l  be l i m i t e dt o  
f ixedun i l a t e ra l  band typo, f ixedl ingual  or palatal arch 
band t y p e( t o  be approvedonly when toothadjacentdoes 
notrequire  a etainlome steel crown)8 and f ixed band type 
with  crown included. 

approval t o6 .  	 Oral surgery, for which #hall  be l i m i t e d  
rout ineextract ion6 of permanent t e e t h  requir ing 
prosthet icreplacement ,surgicalextract ions of  primary or 
permanent t e e t h  w i t h  complicatingfactors,  treatment of 
sof tt issueimpact ion,par t ia limpact ion or complete bony 

root (removalremidualimpaction recovery of root), and 
periodontalsurgery where there  are related medical 
fac tors .  

7 .  	 Complete denturea and par t ia ldenture8  w i t h  a c r y l i c  bases 
withoutclasps or wi th  wrought wire clamp. or w i t h  cast 
c lasps  and l ingual  or palatals t rengthening bar, and 
u n i l a t e r a l  or one t o o t h  p a r t i a l  p l a t e  wi th  cas t  c lasps  and 
an a c r y l i c  b a s e  



Attachment 3.1.8.1 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF -1-
CARE AND SERVICES PROVIDED 

4.b. continued 

8 .  non-conformingprocedure8 or services 

prior requests9. orthodontics approval for which ohal l  
include, 	 in  addition t o  tho requirements listed above for 

requestsa l l  prior approval diadnostic models, an 
estimateofthe total  length of plannodtreatmentnot t o  
excoed 24month8 fororthodontic treatment and a schedule 
for monthly adjustments  

10. hospi ta l izat ion for dental  services 

11. Prostheticappliances which aha l l  bo conforming t o  
reconstructionconjunction previously completedin with 
oblative surgery primarily dono i n  cases of cancer therapy 

effort .  a t  maxi l lofacialand/or conjoint surgical  
reconstruction. Somice8 must bo rondored by a board 
ce r t i f i ed  p ros thodon t i s t  

sedation given on an12. 	 Intravenous for dental  services 
ambulatory basis forrecipientswithextenuatingphysical 
or mentalhealth problems Approval w i l l  bo grantedonly 
when sedation is administorod by a dent i s t  who is: 

a. Board e l i g i b l e  or board c e r t i f i e di no r a l  and 
maxillofacialsurgery2 or 

b. 	 Authorized by the  tennessee Board of d e n t i s t r yt o  u s e  
generalanesthesia or intravenous modation pursuant . 
t o  T.C.A. 63-5-108(d) et seq. of t h e  Board of 
Dent i s t r y .  

( d )  Routineservicesnotrequiringpriorapproval are: 

1. Routine bitewing oralexaminations; x-rays,prophylaxis, 
onceand application of fluoride every six manthe, pet 

rec ip ien t ;  

2.  Panographic or  full-mouthx-ray8 ,limited t o  one set per 
three ( 3 )  f i sca lyears ,  per recipient2 



Attachment 3.1.8.1 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF medical 

4.b. continued 

3. 


4. 

6 .  

7. 

a. 

Dl040136 


CARE AND SERVICES PROVIDED 

Amalgam restoration. which aha l l  bo limited t o  two 
r e s t o r a t o n s  per tooth surface per fiscal year; 

P ins  fo r  t h e  re tent ion of multi-surface plastic or amalgam 
restorat ions;  

Silicate, acry l ic ,p las t ic  o r  composite resin or acid-etch 
which shall be limited to two r e s t o r a t o n s  per tooth 
surface,  per fiscal year, per rec ip ien t ;  

s t a i n l e s s  steel s ingle  crowns 

Pulp cap direct l imited t o  one per tooth, per recipient ;  
and 

Primary-pulpotomy which shall be limited t o  one per tooth, 
per rec ip ien t ,  per l i fe t ime.  

A’S 90-7 
Effec t ive  4-1-90 



Attachment 3.1. B. 1 


STATE PLAN UNDER TITLE XIXOF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 


LIMITATION ONAMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

5. 	 Physician's services furnished by a physician, whether furnished in the 

office, the patient's home, a hospital, a skilled nursing facility, or 

elsewhere; and medical and surgical services furnished by a dentist in 

accordance with Section 1905(a) (5) of the Act as amended by Section 

4103(a) of P.L. 100-203 (OBRA '87). 


a. 	 Limit office visits to 24 per state fiscal year. Visits made for 

podiatry and optometry services will count toward this limit. 


b. 	 Inpatient hospital visits will be limited to twenty (20) per state 

fiscalyearexceptwhencertaintransplantproceduresoccur. 

Additional inpatient hospital visits willbe available as indicated 

below forthe following transplant procedures: 


Liver
transplant - 47 visits 
Hearttransplant - 23 visits 
Bone marrow transplant - 20 vieits 

c. 	 Priorapproval by the MedicaidMedicalDirectorisrequiredfor 

those procedures establishedby the Single StateAgency. 


d. 	 Inpatient psychiatric physician visits for individual under 21 years 

of age is limited to the allowable inpatient psychiatric under 21 

hospital days per state fiscal
year. 


e. 	 Except for an emergency the delivery of a newborn infant will be 
coveredonlywhenprovidedin Q hospital or inanAmbulatory 
Surgical Center classifiedto provide maternity services. 


GW/D2051060 


TN No. 91-e 

Supersedes 

TN NO. 90-9 4-2-91
- Approval Date Effective 1-1-91 


